Background Population diversity in England and Wales (E&W) has steadily increased since 1991; the proportion of people defining themselves as not White has since doubled and increased to 14% of the total population by 2011. However, unlike other immigration countries mortality for ethnic groups, an important population health indicator, is not collected. To fill this knowledge gap we previously developed methods to estimate mortality for ethnic groups, one of which is using information of the geographical distribution of groups. We found that life expectancies (LE) for many ethnic minorities were below those of the White British. LE for ethnic minorities were related to the degree of deprivation groups experienced and partly counter-acted by the recency of arrival. Over time, the number of second and subsequent generation migrants who still define themselves with their parents' ethnic group has increased. Here we investigate mortality differences between ethnic groups by nativity, to explore further the impact of nativity on health. Methods We estimated mortality for ethnic groups in E&W by nativity-born in the UK and born abroad-for 18 groups as defined in the census 2011. Mortality rates are estimated using Rees et. al. (2009) geographically weighted method. The derived mortality rates are used in standard abridged lifetable methodology to compute LE. Results Briefly, variation in LE at birth for women is not very large but the differences between groups are in many instances significant. For LE at birth we find the highest LE for Arab women born abroad with 83.5 years and the lowest in Pakistani women born in the UK (82.2 years). Between women born in the UK, the maximum difference in LE is just over one year, for women born abroad the difference is nearly 1.3 years. In general we observe that the population born abroad has a higher LE at birth compared to the population born in the UK, but only in the White British group this difference is significant. Conclusion We find a general trend in all ethnic groups that first generation migrants have better health compared to subsequent generations. However, due to small numbers, only 13% of the population in E&W is born abroad, variations are mostly not significant. Even though variation between groups estimated here are small, they are significant. These result iterate the importance to collect actual ethnic mortality data, to allow us to finally research the real variation in ethnic mortality in E&W. Background Accurate assessment of dietary intake is important for planning, implementing of health promotion and when evaluating the effectiveness of public health interventions. However, measuring dietary intake is one of the most challenging aspects of public health research as no dietary method can measure dietary intake without error. Therefore, strategies that support researchers to choose the most appropriate dietary assessment method will help to strengthen research in this field. This study, undertaken for the Diet@net consortium aims to establish expert consensus on best practice guidelines (BPG) for carrying out dietary assessment in order to help non-experts in collecting dietary information. Methods The guidelines were developed through a Delphi consultation technique (Moher recommendations). Two Delphi rounds were conducted using self-administered questionnaires, asking for prioritisation of suggested guidelines. Twelve expert members of the BPG-working group reviewed findings from participants and finalised the guidelines. Results One hundred and thirty-experts were invited to take part, of whom 65 agreed to participate. Forty-eight completed Delphi-I and 51 Delphi-II. Overall, a total of 57 experts from different countries contributed feedback; these included nutritional epidemiologists, statisticians, and public health specialists. Initially, 47 statements were included in the guidelines. Following both Delphi rounds this was reduced to 43. The final consensus BPG includes four main stages with eight subsections. These stages are summarised as follows:
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BEST Background Accurate assessment of dietary intake is important for planning, implementing of health promotion and when evaluating the effectiveness of public health interventions. However, measuring dietary intake is one of the most challenging aspects of public health research as no dietary method can measure dietary intake without error. Therefore, strategies that support researchers to choose the most appropriate dietary assessment method will help to strengthen research in this field. This study, undertaken for the Diet@net consortium aims to establish expert consensus on best practice guidelines (BPG) for carrying out dietary assessment in order to help non-experts in collecting dietary information. Methods The guidelines were developed through a Delphi consultation technique (Moher recommendations). Two Delphi rounds were conducted using self-administered questionnaires, asking for prioritisation of suggested guidelines. Twelve expert members of the BPG-working group reviewed findings from participants and finalised the guidelines. Results One hundred and thirty-experts were invited to take part, of whom 65 agreed to participate. Forty-eight completed Delphi-I and 51 Delphi-II. Overall, a total of 57 experts from different countries contributed feedback; these included nutritional epidemiologists, statisticians, and public health specialists. Initially, 47 statements were included in the guidelines. Following both Delphi rounds this was reduced to 43. The final consensus BPG includes four main stages with eight subsections. These stages are summarised as follows: Background Organisational case study proposals can be poorly articulated and methodologically weak, raising the possible need for publication standards in this area.
This rapid review and Delphi consensus process sought to develop reporting standards for organisational case study research, with particular application to the UK National Health Service (NHS). Methods The reporting standards were developed in three stages: 1) Rapid evidence synthesis of the existing literature. 2) A modified Delphi consensus. 3) Application of the highconsensus Delphi items to a sample of organisational case studies to assess their feasibility as reporting standards. Results 103 unique reporting items were identified from 25 methodological texts; eight example case studies and 12 exemplar case studies did not provide any additional unique items.
Thirteen items were ultimately rated as "Should be reported for all organisational case studies" by at least 70% of respondents, with the degree of consensus ranging from 73% to 100%.
As a whole, exemplar case studies (which had been provided by the project funder as examples of methodologically strong projects) more consistently met the high-consensus Delphi items than did case studies drawn from the literature more broadly. Conclusion The high-consensus items were translated into a set of 13 reporting standards that aim to improve the consistency and rigour and reporting of organisational case study research, thereby making it more accessible and useful to different audiences. We will present the final list of reporting items. Background Low grip strength is a key component of sarcopenia and frailty and a powerful predictor of mortality, morbidity and disability. Despite increasing interest in understanding grip strength from a life course perspective, little is known about grip strength decline in the very old (aged 85+). We examined trajectories of grip strength in very old adults and identified the determinants. Methods Grip strength (kg) was measured at four time points over 5 years in 319 men and 529 women participating in the Newcastle 85+ Study. Mixed models were used to establish trajectories of grip strength and associated factors in all participants, men and women separately, and in those with weak grip strength (£27 kg in men, and £16 kg in women) at baseline and follow-ups. Results In the time-only model, men experienced linear annual decline in grip strength of À1.13 (0.8) kg (b (SE), P < 0.001), whilst women's decline although slower, accelerated by À0.06 (0.02) kg (P = 0.01) throughout the follow-up above the loss experienced in the first year. In the saturated model, higher baseline physical activity, height, fat-free mass, and better self-rated health were associated with stronger grip strength initially in both sexes. Annual grip strength decline in men and participants with weak grip strength who were highly physically active was slower by 0.95 and 0.51 kg, respectively compared with inactive counterparts. Conclusion Grip strength decline in this cohort of very old adults followed linear (men) and curvilinear (women) trends. High levels of physical activity were protective in men and in those with overall weak grip strength. These findings have relevance to the design of interventions to improve muscle strength in later life. Background Childhood maltreatment (neglect and abuse) has been associated with cardiometabolic disease in adults, but evidence is sparse. Using a population cohort we aimed to investigate whether different forms of child maltreatment were associated with cardiometabolic biomarkers in mid-life and potential explanations for the associations. Methods The 1958 British birth cohort includes all born in one week in 1958, followed to mid-adulthood. Information was collected on childhood neglect and abuse (physical, sexual, psychological) and adult (45 y) cardiometabolic markers (blood pressure, lipids, glycated haemoglobin (HbA1c) (n~9000). The associations between child maltreatment and cardiometabolic markers were tested using linear regression or logistic regression, as appropriate, adjusting for (1) early life covariates and (2) child-to-adult BMI, adult social position, lifestyles and mental health. Results Approximately 17.4% of participants were identified as neglected (!2 neglect indicators at ages 7 and/or 11 y) and 12% reported childhood abuse; prevalence varied from sexual (1.6%), physical (6%) to psychological abuse (10%). Childhood neglect was associated with raised triglycerides by 3.9% (95% CI: 0.4%, 7.4%) and HbA1c by 1.2% (0.4%, 2.0%),
